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The   Legislative  Audit  Committee 
of  the  Montana   Legislature: 

This   is  our  performance  audit  of  the  Medicaid   Home  and  Community- 
Based  Services  program  of  the  Department  of  Social  and   Rehabilita- 
tion  Services. 


This  report  contains  conclusions  and  recommendations  concerning 
department  procedures  in  relation  to  administration  of  the  Home 
and  Community-Based  Services  program.  Department  responses 
are  contained  at  the  end  of  the  report. 

We  wish  to  express  our  appreciation  to  the  staff  of  the  department 
for  their  cooperation  and  assistance. 


Re^ectfully  subrijiiied. 
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SUMMARY  OF   RECOMMENDATIONS 

The  following  is  a  listing  of  recommendations  from  our  performance 
audit  of  the  Medicaid  Home  and  Community-Based  Services  (HCBS) 
program.  The  major  issue  discussed  in  the  report  relates  to  the 
need  to  incorporate  actual  Medicaid  costs  into  program  evaluation 
and  eligibility  formulas.  Due  to  start-up  costs,  the  initial  HCBS 
program  has  cost  the  state  more  than  regular  nursing  home  place- 
ment for  Medicaid  recipients.  However,  we  believe  the  program 
should  result  in  substantial  savings,  once  start-up  costs  are 
eliminated. 

SRS's  responses  to  each  recommendation  follows  the  recommenda- 
tion. SRS  concurred  with  each  recommendation.  See  indicated 
page  numbers  for  additional  information  related  to  each  area.  See 
Chapter  II  for  background  information  and  an  overview  of  the 
Home  and  Community-Based  Services  program. 


CHAPTER   III 
PROGRAM   ELIGIBILITY    PROCEDURES    (page  20) 

STANDARDIZED   PROCEDURES  AND    FORMS   (page   20) 

We  reviewed  the  procedures  used  by  the  long-term  care  specialists 
and  nurse  coordinators  when  identifying  possible  program  candi- 
dates. We  determined  that  procedures  and  file  content  are  incon- 
sistent among  the  various  county  teams.  A  comprehensive  policy 
and  procedures  manual  has  not  been  developed. 

RECOMMENDATION   #T    (page  22) 

WE   RECOMMEND  THAT  THE  MEDICAID  SERVICES   BUREAU: 

A.  DEVELOP  A  COMPREHENSIVE  POLICY  AND  PROCEDURES 
MANUAL  FOR  THE  HOME  AND  COMMUNITY-BASED 
SERVICES   PROGRAM. 

B.  STANDARDIZE  THE  FORMS  AND  PROCEDURES  USED  BY 
THE  LONG-TERM  CARE  SPECIALISTS  AND  NURSE 
COORDINATORS  WHEREVER   POSSIBLE. 

Agency   Response:      Concur   (page  26) 


CHAPTER   IV 
PROGRAM  COSTS   (page  23) 

VJe  found  SRS  does  not  use  the  actual  cost  of  nursing  home  care 
paid  by  Medicaid  when  determining  program  eligibility  limits  and 
estimated  program  savings.  As  a  result,  a  recipient  could  meet 
existing  eligibility  requirements  and  cost  Medicaid  more  than  nurs- 
ing home  care.  Using  actual  nursing  home  costs  would  more 
accurately  reflect  program  savings. 
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SUMMARY   OF  RECOMMENDATIONS   (Continued) 

RECOMMENDATION   #2   (page  25) 

WE  RECOMMEND  THE  DEPARTMENT  INCORPORATE  ACTUAL 
MEDICAID  COSTS  INTO  THE  PROGRAM  EVALUATION  AND 
ELIGIBILITY   FORMULAS. 

Agency   Response:      Concur   (page  26) 
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CHAPTER    I 
INTRODUCTION 

A  performance  audit  survey  of  the  Montana  Medicaid  program 
was  done  at  the  request  of  the  Legislative  Audit  Committee,  the 
Legislative  Finance  Committee,  and  the  Department  of  Social  and 
Rehabilitation  Services  fSRS).  The  preliminary  survey  was  pre- 
sented to  the  Legislative  Audit  Committee  in  June  1984.  As  a 
result,  a  number  of  Medicaid  performance  audits  were  scheduled. 
This  report  summarizes  the  results  of  our  performance  audit  of  one 
Medicaid  program,  the  Home  and  Community-Based  Services  (HCBS) 
program. 

The  Home  and  Community-Based  Services  program  was  de- 
signed as  an  alternative  to  institutional  type  care  for  Medicaid 
eligible  recipients.  The  program  has  two  major  goals:  1)  to  offer 
a  safe  alternative  to  nursing  home  or  other  institutional  care,  and 
2)  provide  necessary  care  for  persons  to  live  a  quality  life  in  their 
homes  at  a  cost  lower  than   institutional  care. 

Overall,  our  audit  noted  that,  due  to  start-up  costs,  the 
HCBS  program  has  cost  the  state  more  than  regular  nursing  home 
placement  for  Medicaid  recipients.  However,  we  believe  the 
program  should  result  in  substantial  savings,  once  start-up  costs 
are  eliminated.  In  addition,  regardless  of  cost,  the  HCBS  program 
is  providing  people  necessary  care  at  home  or  with  family,  rather 
than   having   people  enter  an   institution. 

OBJECTIVES  OF  AUDIT 

The  three  main  objectives  of  the  audit  were: 

1.  To    determine     the     role    of    the     Home    and     Community-Based 
Services  program. 

2.  To  determine   if  the   HCBS  program  is   being   managed  efficient- 
ly by  SRS. 

3.  To    determine    the    effectiveness    of   the    Home    and    Community- 
Based  Services  program  to  reduce  Medicaid  costs. 


SCOPE  OF  AUDIT 

The  audit  was  part  of  an  overall  performance  audit  of  Medic- 
aid fee-based  services  (i.e.,  physician  services,  drugs,  etc.),  the 
third  of  five  areas  identified  as  feasible  for  audit  by  our  June  1984 
survey. 

The  audit  was  conducted  in  accordance  with  generally  accept- 
ed performance  auditing  standards.  As  part  of  our  audit  we 
identified  criteria  used  by  SRS  to  evaluate  the  success  of  the 
HCBS  program.  We  analyzed  documentation  to  determine  if  the 
program  was  meeting  the  criteria  for  success.  We  also  used  the 
analysis  to  determine  the  effectiveness  of  the  program  to  reduce 
Medicaid  costs. 

We  documented  the  duties  and  responsibilities  of  all  personnel 
directly  involved  with  the  HCBS  program.  We  identified  reporting 
responsibilities  and  billing  procedures  used  for  the  program.  We 
also  reviewed  program  justification  analysis  performed  by  SRS  and 
determined   if  planning   procedures  and  projections  were   reasonable. 

COMPLIANCE 

As  part  of  our  audit  we  reviewed  compliance  with  laws, 
administrative  rules,  and  policies  relating  to  the  administration  of 
the  Home  and  Community-Based  Services  program.  We  found  no 
specific  instances  of  noncompliance  in  our  examination.  For  items 
we  did  not  specifically  test  for  compliance,  nothing  came  to  our 
attention   that  indicated  noncompliance  was  affecting   the  program. 

REPORT   ORGANIZATION 

This  report  is  presented  in  four  chapters.  The  first  part  of 
the  report  describes  the  overall  Home  and  Community-Based  Ser- 
vices program  and  how  it  functions.  The  next  section  recommends 
some  changes  in  program  procedures.  The  last  section  deals  with 
evaluation  of  program  costs.  The  appendix  defines  the  various 
services  available  under  the  Home  and  Community-Based  Services 
program. 


CHAPTER    II 
BACKGROUND 

This  chapter  gives  an  overview  and  defines  the  various 
components  that  make  up  the  Home  and  Community-Based  Services 
program.  The  objectives  of  the  chapter  are:  1)  to  provide  a 
basis  for  understanding  common  terms,  2)  to  explain  how  the 
HCBS  program  works,  and  3)  to  illustrate  how  the  effectiveness  of 
the  program  is  determined. 

HISTORY   OF   HCBS   PROGRAM 

Federal  legislation  established  the  authority  for  the  Home  and 
Community-Based  Services  program  on  October  1,  1981.  The 
purpose  of  this  legislation  is  to  allow  people  to  stay  at  home  and 
receive  necessary  care  at  a  lower  cost  than  institutional  care  and 
still   be  eligible  for  Medicaid. 

Prior  to  this  date,  it  was  believed  that  people  were  entering 
nursing  homes  to  become  eligible  for  Medicaid  and  to  relieve  the 
family  unit  of  financial  burden.  Because  of  the  eligibility  require- 
ments prior  to  1981,  people  who  were  living  in  their  family  home 
had  to  consider  family  income,  as  well  as  their  own  income,  in 
determining  Medicaid  eligibility.  However,  for  people  in  nursing 
homes,  only  their  direct  income  was  considered  when  determining 
eligibility.  This  legislation  made  it  possible  to  waive  the  income 
from  other  family  members  and  consider  only  the  recipients  income 
for  eligibility  and  thereby  deter  people  from  receiving  higher  cost 
institutional  care.  Thus,  the  program  has  also  been  called  the 
Medicaid  Waiver  program.  This  is  the  usual  name  for  the  program 
and  will   be  used   for  the   remainder  of  the   report. 

Montana  received  approval  for  a  Waiver  program  from  the 
federal  government  on  February  3,  1983  for  the  program  to  be 
effective  July  1,  1983.  The  state  legislature  had  previously  ap- 
proved the  creation  of  the  program  as  of  the  same  date.  The  first 
V\/aiver  services  were  in  operation  in  September  1983.  Waiver 
program     services     have     now     been     approved     in     seven     counties: 


Missoula,    Lewis  and  Clark,    Yellowstone,    Cascade,    Gallatin,    Custer, 
and   Richland. 

PROGRAM   DESCRIPTION 

The  Waiver  program  is  designed  to  offer  a  choice  of  home 
services  to  those  eligible  for  services  in  skilled  nursing  facilities, 
intermediate  care  facilities,  or  intermediate  care  facilities  for  the 
mentally  retarded.  Before  entering  one  of  these  facilities  Medicaid 
eligible  recipients  are  required  to  be  screened  by  a  nurse  coordi- 
nator to  verify  the  necessary  level  of  care.  Each  patient  request- 
ing Medicaid  assistance  must  also  be  screened  and  authorized  by  a 
long-term  care  (LTC)  specialist  before  Medicaid  claims  can  be  paid. 
Once  it  has  been  determined  the  patient  is  eligible  for  "nursing 
home"  care,  the  LTC  specialist  determines  the  feasibility  of  entry 
into  the  Waiver  program  using  the  resources  available  and  the  level 
of  care  set  by  the  nurse  coordinator.  If  determined  feasible,  the 
specialist  refers  the  candidate  to  a  case  management  team. 

There  are  eight  LTC  specialists  throughout  the  state:  one 
full-time  person  in  Great  Falls,  Bozeman,  Helena,  and  Miles  City, 
and  one  full-time  person  and  one  half-time  person  in  Missoula  and 
Billings.  The  long-term  care  specialists  are  employees  of  SRS  and 
act  as  authorizing  agents  for  Medicaid  payment  for  long-term  care 
services.  SRS  contracts  with  the  Montana  Foundation  for  Medical 
Care  to  provide  nurse  coordinators. 

Case  management  teams  (CMT)  are  contracted  by  SRS  to 
administer  and  monitor  services  for  people  participating  in  the 
Waiver  program.  SRS  contracts  with  at  least  one  case  management 
team  in  each  county  where  the  Waiver  program  is  offered.  A  CMT 
consists  of  a  licensed  registered  nurse,  a  medical  social  worker  or 
an  independent  living  counselor,  and  a  half-time  clerical  person. 
A  case  management  team  contacts  the  program  candidate,  attending 
physician,  and  appropriate  family  members  to  develop  a  plan  of 
care.  A  plan  of  care  identifies  the  services  needed  to  keep  the 
patient   in   the   community   setting    rather   than   a   nursing    home.      An 


actual     schedule    of    services    is    developed    along    with    the    annual 
costs  necessary  to  provide  the  needed  care. 

Before  the  patient  is  eligible  for  the  program,  the  cost  of  the 
plan  of  care  must  be  less  than  the  average  state  nursing  home  rate 
less  $285  per  month  for  consideration  of  room  and  board  cost. 
The  limit  for  the  annual  plan  of  care  was  $11,600  in  fiscal  year 
1983-84.  For  fiscal  year  1984-85  the  limit  was  $12,753.  The 
maximum  limit  is  set  to  assure  the  program  will  meet  its  goal  of 
costing  less  than  70  percent  of  nursing  home  care.  Department 
officials  have  set  this  goal  to  guarantee  compliance  with  federal 
guidelines  requiring  waiver  costs  to  be  less  than  78  percent  of 
nursing   home  costs. 

If  the  cost  of  the  plan  of  care  is  less  than  the  set  limit,  the 
plan  is  presented  to  the  LTC  specialist  and  nurse  coordinator  for 
final  approval.  Approval  is  dependent  on  all  needs  being  met  and 
costs  being  less  than  the  maximum  limit.  After  approval,  the 
patient's  physician  must  sign  the  plan  of  care  signifying  that  all 
the  needs  of  the  patient  are  met.  If  approved,  the  patient  has  a 
choice  of  accepting  waiver  services  or  entering  a  nursing  home. 
The  process  is  timely  enough  to  allow  the  patient  to  choose  the 
Waiver  program  before  entering   a  nursing   home. 

For  those  choosing  the  Waiver  program,  the  case  management 
team  sets  up  and  coordinates  the  necessary  services.  The  home 
and  community-based  services  eligible  for  reimbursement  under 
Medicaid  include  the  following:  (See  Appendix  A  for  description  of 
services. ) 

1 .  Case  Management  Services 

2.  Homemaker  Services 

3.  Personal  Care  Attendant  Services 
1.  Adult  Day  Care  Services 

5.  Habilitation   Services 

6.  Respite  Care  Services 

7.  Medical   Alert  and  Monitoring   System 


8.  Meals  on  Wheels/Congregate  Meals 

9.  Transportation   Services 

10.  Environmental  Modifications  Adaptive  Equipment 

11.  Physical   Therapy   Services  for  Habilitation   Purposes 

12.  Occupational   Therapy  Services  for  Habilitation   Purposes 

13.  Speech    Pathology   and   Audiology   Services   for   Habilitation 
Purposes 

Case  management  teams  also  locate  and  monitor  services. 
Case  management  teams  contact  sources  that  provide  the  eligible 
services  and  negotiate  an  appropriate  rate.  The  case  management 
teams  then  subcontract  with  service  organizations  to  provide  the 
necessary  care  to  Medicaid  recipients  enrolled  in  the  Waiver  pro- 
gram. All  subcontracts  are  approved  by  SRS  before  claims  can  be 
submitted.  Subcontractors  are  paid  a  negotiated  rate  based  on 
comparable  costs  for  like  services  in  the  area.  Each  subcontracted 
service  provider  is  assigned  a  Medicaid  provider  number.  Claim 
forms  must  be  submitted  to  a  case  management  team  for  approval. 
A  case  management  team  representative  signs  the  claim  form  and 
submits   it  to  a  private  fiscal  agent  in   Helena   for  processing. 

A  case  management  team  representative  contacts  each  client 
periodically  to  ensure  the  proper  amount  of  care  is  being  provided 
and  that  all  needs  are  being  met.  Also,  a  questionnaire  was 
developed  by  SRS  and  distributed  by  the  case  management  teams, 
asking  if  all  needs  were  met  and  if  the  quality  of  care  was  meeting 
expectations.  Applicable  sanctions,  including  repayment  for  ser- 
vices not  provided  and  loss  of  contract,  would  be  levied  if  fraudu- 
lent behavior  is  discovered.  No  instances  of  fraud  have  been 
found  since  the  beginning  of  the  program. 

Every  90  days  a  LTC  specialist  and  nurse  coordinator  must 
reevaluate  each  recipient  enrolled  on  the  Waiver  program.  All 
adjustments  to  the  plans  of  care  must  be  reviewed  and  approved 
by  the   LTC   specialist. 

The  number  of  screenings  done  for  entry  into  the  program 
varies     from     month     to     month.        Bureau     records     indicated     that 


screenings  done  by  LTC  specialists,  including  90-day  reevalua- 
tions,  averaged  between  20  and  40  per  month,  (See  Illustra- 
tion  1  .) 

AVERAGE  NUMBER  OF  SCREENINGS  PER  MONTH 
FOR  LONG-TERM  CARE  SPECIALISTS 
For  the  Period  Between  September  1983 
and  December  1984 


County 

Missoula 

Yellowstone 

Gallatin 

Cascade 

Lewis  and  Clark 

Custer  and  Richland 


FTE 

li 

IJ 

1 

1 

1 
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Average  Number  of 
Screenings  per  Month 

35-45 

35-40 
15-20 
24-26 
17-25 
15-20 


Source:      Compiled   by   the   Office   of    the   Legislative   Auditor   from 
Medicaid   Services   Bureau   records. 

Illustration    1 


Waiver   Process 

As  part  of  our  audit  we  identified  claims  processing  proce- 
dures and  reviewed  case  management  team  records.  Our  objective 
was  to  determine  if  payments  were  being  made  correctly  and  on 
time.  We  found  that  claims  were  being  processed  accurately  and  in 
a  timely  manner. 

As  the  program  grows,  additional  LTC  specialists  may  have  to 
be  hired  to  ensure  90-day  reevaluations  are  done.  However,  to 
this  point  no  problems  have  been  encountered   in  this  area. 

Work  done  by  LTC  specialists  is  reviewed  by  an  administra- 
tive officer  in  the  Medicaid  Services  Bureau.  Reviews  include 
periodic  visits  to  specialists  and  monthly  reporting  requirements. 
In  addition,  audits  are  scheduled  of  Waiver  program  activities  by 
the  Audit  and  Program  Compliance  Division  of  SRS  starting  in 
fiscal  year  1985-86.  The  overall  waiver  process  is  presented  in 
the  flowchart  in   Illustration  2. 
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Source:   Developed  by  the  Office  of  the  Legislative  Auditor 

Illustration  2 


REPORTING   RESPONSIBILITIES 

Various  management  controls  have  been  set  up  for  the  pro- 
gram. Claims  and  log  sheets  are  directed  through  the  case  man- 
agement teams  from  the  subcontractors  providing  the  services. 
Quarterly  reports  are  required  to  be  submitted  from  the  case  man- 
agement teams  to  the  department.  The  department  also  receives 
information  from  the  fiscal  agent  concerning  paid  claims.  The  case 
management  team  also  periodically  contacts  the  recipients  to  ensure 
proper  care.  LTC  specialists  and  nurse  coordinators  are  also 
required  to  contact  and  screen  each  waiver  recipient  every  90 
days.      Illustration  3   shows  the  lines  of  reporting   responsibilities. 

REPORTING  RESPONSIBILITIES   FOR  WAIVER  PROGRAM 
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Source:   Developed  by  the  Office  of  the  Legislative  Auditor 

Illustration  3 


As  a  part  of  our  audit  we  evaluated  reporting  procedures  and 
verified  the  accuracy  of  submitted  reports.  SRS  compares  the 
statistics  received  from  long-term  care  specialists,  case  management 
teams,  and  reports  from  the  fiscal  agent.  The  case  management 
teams  routinely  visit  the  recipients  to  confirm  that  subcontracted 
services  have  been  performed. 


Conclusion 

We  found  the  reporting  system  complete  and  adequate  to 
assure  proper  payment  and  proper  care  to  recipients.  However, 
recent  reports  from  the  new  fiscal  agent  are  not  available.  This  is 
discussed  more  in  the  program  costs  section  on   page   13. 

PROGRAM  STATISTICS 

At  the  inception  of  the  program  (September  1983),  the  pro- 
jected number  of  people  to  be  served  by  July  1  ,  1984  was  380. 
This  represented  335  elderly  individuals  and  45  physically  disabled 
individuals.  As  of  June  1984,  60  people  were  enrolled,  far  below 
the  projected  figures.  The  program  has  since  grown.  As  of 
March  31,  1985  the  case  load  was  151  individuals,  including  111 
elderly  people  and  40  physically  disabled  people.  We  discuss 
program  growth  in  a  later  section.  Illustration  5  on  page  12  shows 
a  comparison  of  original   projections  and  actual  case  load. 

Missoula  was  the  first  county  to  receive  Waiver  services.  It 
is  the  only  county  to  serve  the  physically  disabled.  Bureau 
officials  believed  that  the  largest  demand  for  physically  disabled 
existed  there;  thus,  Missoula  has  served  as  a  pilot  program.  SRS 
received  additional  spending  authority  from  the  1985  Legislature 
which  could  be  used  to  expand  the  program  to  include  physically 
disabled  recipients  in  other  counties.  The  program  start-up  dates 
and  Medicaid  case  load  for  each  county  can  be  seen  in  Illustra- 
tion 4. 
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WAIVER  PROGRAM  CASE  LOAD 


Start 

Case 

Load 

As 

Of 

June  30, 

September 

•  30, 

December  31, 

March  31, 

County 

Date 
10/83 

1984 

1984 

1984 

1985 

Missoula 

15 

19 

26 

23 

Missoula  (Phys 

ically 

Disabled) 

10/83 

14 

22 

40 

42 

Yellowstone 

1/84 

17 

26 

36 

33 

Cascade 

4/84 

6 

11 

14 

19 

Lewis  &  Clark 

5/84 

7 

8 

13 

15 

Gallatin 

5/84 

1 

4 

9 

10 

Custer 

7/84 

0 

3 

5 

8 

Richland* 

7/84 

0 

0 

0 

1 

Total 

60 

93 

143 

151 

*  A  long-term  care  specialist  was  not  available  to  administer  the  Waiver 
program  in  Richland  County  until  recently. 

Source:   Compiled  by  the  Office  of  the  Legislative  Auditor  from  Medicaid 
Services  Bureau  records. 

Illustration  4 


One  in  every  three  referrals  to  the  Waiver  program  resulted 
in  a  case  management  team  developing  a  plan  of  care.  For  every 
two  plans  of  care,  one  patient  enrolled  in  the  program.  There- 
fore, one  of  every  six  referrals  was  enrolled.  Bureau  records 
indicate  that  the  average  waiver  recipient  remains  on  the  program 
for  118  days. 

PROGRAM  GROWTH 

At  the  inception  of  the  program  it  was  believed  that  the 
program  would  grow  at  a  faster  rate  than  it  did.  Department 
personnel  limited  the  number  of  slots  in  the  program  to  335  for  the 
elderly  and  45  for  physically  disabled.  A  slot  is  defined  as  a 
position  available  to  serve  one  recipient.  At  its  inception,  the 
Waiver  program  was  authorized  to  fill  up  to  380  positions  at  one 
time.  When  a  patient's  needs  change,  they  often  leave  the  pro- 
gram. This  opens  a  position  to  another  eligible  recipient  so  that 
during  a  year's  time  the  program  will  serve  more  people  than  the 
number    of    slots    that    are    filled    at    any    one    time.       The    380    slots 
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predicted    for    fiscal    year    1983-84    were    not    filled.       Illustration   5 
shows  the   relationship  between   projected  and  actual   case  load. 

WAIVER  PROGRAM  ENROLLMENT  VS.  PREDICTED  ENROLLMENT 
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PATIENTS 


400 
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I  PKEDICTED 
I  ACTUAL 


06/30/84 


12/31/84 


03/31/85 


Source:   Compiled  by  the  Office  of  the  Legislative  Auditor  from 
Medicaid  Services  Bureau  records. 

Illustration  5 

As  shown  in  the  Illustration  above,  SRS  has  been  monitoring 
program  case  loads  and  has  developed  planning  procedures  to  more 
accurately  predict  program  growth.  We  reviewed  the  present 
planning  methodology  used  and  found   it  to  be  adequate. 

At  the  beginning  of  the  program,  the  department  did  no 
promotion  or  advertising.  This  seems  to  be  the  main  reason  for 
the  slow  growth.  Recently  Medicaid  Services  Bureau  personnel 
developed  slide  shows  and  radio  and  television  tapes  to  be  dis- 
tributed to  the  case  management  teams.  Case  management  teams 
are  presenting  the  slide  shows  to  local  civic  groups  and  persuad- 
ing   local    radio   and    TV   stations   to   air   the   tapes   as   public   service 
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announcements.      Department    personnel    believe    that    this    will    help 
to  fill  existing   slots  and   increase  demand  for  future  growth. 

The  department  requested  additional  slots  for  the  Waiver 
program  during  the  1985  legislative  session.  For  the  1986-87 
biennium,  400  additional  slots  were  requested  to  be  divided  be- 
tween the  elderly  and  disabled.  This  included  an  increase  of  240 
slots  for  fiscal  year  1985-86  and  an  additional  160  slots  in  fiscal 
year  1986-87.  This  request  was  based  on  projections  of  nursing 
home  demand  versus  projections  of  available  nursing  home  beds. 
Projections  indicated  that  the  nursing  home  population  would 
exceed  the  number  of  beds  available  by  967  people  by  the  year 
1990.  The  additional  slots  proposed  would  begin  to  meet  the 
projected  demand  for  alternative  placement.  The  1985  Legislature 
approved   100  additional   slots  for  the  1986-87  biennium. 

PROGRAM  COSTS 

Waiver  program  costs  can  be  broken  down  into  four  areas: 
1)  CMT  contract  payments,  2)  CMT  incentive  payments,  3)  CMT 
start-up  funds,  and  U)  waiver  services  subcontracted  by  case 
management  teams.  Except  for  start-up  funds,  program  cost  data 
are  only  available  through  December  31,  1984.  Costs  for  CMT 
contract  payments  and  for  subcontracted  services  since  December 
are  not  available  due  to  difficulty  in  SRS  receiving  accurate  cost 
reports  from  the  new  fiscal  agent.  Without  these  reports,  SRS  has 
been  unable  to  determine  contract  payments,  incentive  payments, 
or  subcontracted  waiver  service  payments  since  December. 

Contract  Payments 

Administrative  Rules  of  Montana,  section  46.12.1408,  provides 
that  CMTs  are  paid  a  maximum  of  10  percent  of  the  average  nurs- 
ing home  rate  in  the  state  for  each  day  a  recipient  is  enrolled, 
which  was  $4.43  per  day  for  fiscal  year  1984-85.  All  of  the  CMTs 
receive  the  maximum  rate.  A  total  of  $121,931  has  been  distrib- 
uted    for    case    management     services     from     the     beginning     of    the 
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program     through     December  31,      1984.        Contract     payments     are 
jointly  funded   from  state  and   federal   sources. 

Incentive   Payments 

CMTs  are  also  entitled  to  incentive  payments.  Incentive 
payments  are  calculated  to  give  CMTs  a  possibility  of  increasing 
their  cash  flow  and  to  provide  an  incentive  to  keep  program  costs 
less  than  70   percent  of  nursing   home  costs. 

If  all  of  the  criteria  are  met,  the  CMT  is  eligible  for  a  maxi- 
mum of  40  percent  of  the  difference  between  half  of  the  cost  of 
nursing  home  care  and  the  cost  of  subcontracted  waiver  services 
other  than  home  health  care.  Incentive  payments  are  at  the 
maximum  allowed  by  the  administrative  rules.  Since  the  start  of 
the  program  through  December  31,  1984,  SRS  has  paid  out  $35,565 
for  incentive  payments.  Incentive  payments  are  funded  jointly 
from  state  and  federal   sources. 

Start-up  Funds 

The  legislature  appropriated  additional  funds  as  start-up 
money  for  case  management  teams.  These  funds  are  entirely  state 
money  paid  from  the  General  Fund.  Start-up  money  is  meant  to 
help  meet  operating  costs  for  a  case  management  team  until  the 
case  load  grows  to  the  point  where  each  team  has  enough  clients  to 
provide  an  adequate  cash  flow.  In  order  to  be  self-sufficient,  the 
Medicaid  Services  Bureau  has  estimated  that  a  CMT  would  need  a 
case  load  of  approximately  40  recipients.  Illustration  4  on  page  11 
shows  that  as  of  March  31,  1985,  CMTs  in  Missoula  and  Yellowstone 
Counties  are  approaching  this  milestone.  A  total  of  $311,656  has 
been  distributed  as  start-up  money  from  the  beginning  of  the 
program  through  March  31,    1985.      See   Illustration  6. 
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County 


Missoula 

$  28,728 

Missoula  (PD) 

26,A09 

Yellowstone 

34,829 

Cascade 

20,000 

Lewis  &  Clark 

20,000 

Gallatin 

20,000 

Custer 

18,000 

Richland 

12,000 

Total 

$179,966 

CASE  MANAGEMENT  TEAM  START-UP  MONEY 

During  Quarter    During  Quarter 
Through  Ended  Ended 

June  30,  1984  December  31,  1984  March  31,  1985 


16,850 
10.004 
15,775 
15.196 
13,915 
16,641 
12,000 
9,485 


Total 


$  2,259 

$47,837 

-0- 

36,413 

-0- 

50,604 

-0- 

35,196 

-0- 

33,915 

19.565 

56,206 

-0- 

30,000 

-0- 

21,485 

$109,866 


$21,824 


$311,656 


(PD)  -  Physically  Disabled 

Source:   Compiled  by  the  Office  of  the  Legislative  Auditor 

Illustration  6 

Subcontracted  Waiver  Services 

Services  subcontracted  by  case  management  teams  are  paid  a 
negotiated  rate  based  on  the  pay  levels  in  the  area.  These  sub- 
contracted services  provide  the  care  necessary  to  enable  a  reci- 
pient to  remain  at  home  or  with  family.  A  partial  list  includes 
personal  care,  meals,  transportation,  respite  care,  adult  day  care, 
and  medical  alert  equipment.  Payments  for  subcontracted  waiver 
services  have  totaled  $84,766  from  the  beginning  of  the  program 
through   December  31,    1984. 

Summary 

From  the  beginning  of  the  program  through  December  31  , 
1984,  Waiver  program  costs  totaled  $532,094.  Costs  are  divided 
into  four  areas,   as  summarized   in   Illustration   7. 
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TOTAL  WAIVER  COSTS 

September  1,  1983  through  December  31,  1984 

Case  Management  Team  Payments: 

(1)  Contract  Payments  $121,931 

(2)  Incentive  Payments  35,565 

(3)  Start-up  Funds  289,832 

447,328 

Subcontracted  Services  Payments  84,766 

Total  Waiver  Costs  $532,094 


Source:   Compiled  by  the  Office  of  the  Legislative  Auditor  from 
SRS  records. 

Illustration  7 

Start-up  funds  make  up  a  major  portion  of  the  program  costs. 
Eighty-four  percent  of  the  funds,  including  contract  payments 
incentive  payments  and  start-up  funds  have  been  paid  to  CMTs  for 
the  provision  of  case  management  services.  However,  the  need  for 
start-up  funds  is  decreasing  as  the  program  case  load  grows. 
Eventually  this  cost  should  end. 

EVALUATION   OF   PROGRAM   RESULTS 

A  major  goal  of  the  Waiver  program  is  to  provide  care  at  a 
cost  less  than  nursing  home  care.  In  comparing  actual  expendi- 
tures under  the  Waiver  program  to  comparable  nursing  home  rates, 
total  cost  of  services  from  the  beginning  of  the  Waiver  program 
through  December  31,  1984,  were  $532,094;  while  for  the  same 
number  of  days,  total  nursing  home  costs  would  have  been  $735,713. 
However,  Medicaid  does  not  cover  all  nursing  home  costs.  By 
comparing  Waiver  program  expenditures  to  nursing  home  costs  that 
would  have  been  paid  by  Medicaid  (excludes  personal  contributions), 
nursing  home  costs  exceed  Waiver  costs  by  only  $15,390.  In 
addition,  since  the  federal  and  state  portions  of  Medicaid  costs 
differ  between  the  Waiver  program  and  nursing  home  rates,  a 
comparison   of  state   funds  can   be   made.      For   this  comparison,    the 
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Waiver    program    has    cost    the    state    an    additional    $174,537    when 
compared  to  nursing   home  costs.      (See   Illustration   8.) 


COMPARISON   OF   WAIVER   COSTS   TO   NURSING  HOME   COSTS* 
September    1,    1983   through  December    31,    1984 


Nursing  Home   Costs 
Waiver   Program  Costs 
Savings    (Loss) 


Total 
Medicaid 
Costs 

$547,484 

532.094 

$    15,390 


Federal 
Medicaid 
Costs 

$343,982 

154,055 

$189,927 


State 
Medicaid 
Costs 

$   203,502 
378,039 
$(174,537) 


*Nursing  home   costs   do  not    include   personal   contributions. 

Source:      Compiled   by    the   Office   of    the   Legislative  Auditor   from  SRS 
records . 

Illustration   8 


Further    discussions    of    Medicaid    and    state    cost    comparisons    are 
included   in  the  following   sections. 

Medicaid   Costs 

Medicaid  only  pays  a  portion  of  the  total  cost  of  nursing  home 
care.  The  remainder  is  paid  by  the  recipient  as  explained  further 
in  Chapter  IV.  Department  records  indicate  that  nursing  home 
care  for  waiver  recipients  would  have  cost  Medicaid  $547,484. 
Comparing  this  to  the  waiver  costs  of  $532,094,  we  find  that  the 
Waiver  program  is  a  slightly  less  expensive  alternative,  at  the 
current  time.     This  is  mainly  due  to  start-up  costs. 

Total  waiver  expenditures  include  start-up  funds  for  case 
management  teams.  As  explained  on  page  14,  start-up  funds  are 
decreasing  and  should  eventually  end.  This  would  make  the 
Waiver  program  a  substantially  less  expensive  alternative.  Total 
benefits  paid  by  the  Waiver  program  through  December  31,  1984, 
excluding  start-up  funds,  amounted  to  $242,262.  Based  on  the 
average   daily    rate    for    institutional    care    paid    by   Montana    Medicaid 
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in  fiscal  year  1983-81  and  198'»-85,  nursing  home  care  would  have 
cost  $5H7 ,'^8^  had  the  recipients  entered  nursing  home  facilities 
rather  than  the  Waiver  program.  Thus,  there  would  be  a  total 
savings  to  Medicaid  of  $305,222  assuming  all  the  recipients  entered 
a  nursing  home.  It  should  be  noted  that,  although  Waiver  pro- 
gram recipients  are  very  similar  to  the  nursing  home  population, 
some  may  have  chosen  to  live  with  family  rather  than  enter  a 
nursing   home  facility  even   if  the  Waiver  program  did  not  exist. 

Illustration  9  shows,  if  start-up  funds  are  omitted,  the  aver- 
age daily  rate  for  all  services  paid  by  the  Waiver  program  would 
be  $14.36.  This  is  about  44  percent  of  Medicaid  costs  of  nursing 
home  care  during  fiscal  years  1983-84  and  1984-85  for  the  same 
number  of  patient  days.  This  may  approximate  what  the  Waiver 
program  will   save  once  it  reaches  a   stable  condition. 

PROGRAM  COST/SAVINGS 


Through 

December  31, 

1984 

Waiver  Costs 

Average 

Waiver 

Less  Start-up 

Patient 

Daily 

to  Nursing 

County 

Funds 

Days 
3,415 

Rate 

Home  Cost 

Missoula 

$  48,314 

$14.15 

44% 

Missoula  (PD) 

51,750 

6,052 

13.99 

43% 

Yellowstone 

67,611 

3,247 

20.82 

64% 

Cascade 

28,610 

1,551 

18.45 

57% 

Lewis  &  Clark 

23,434 

1,227 

19.08 

59% 

Gallatin 

18,212 

1,085 

16.79 

52% 

Custer 

4,331 

283 

15.30 

47% 

Richland 

-0- 

-0- 

0.00 
$14.36 

0% 

Totals 

$242,262 

16,860 

44% 

** 


Excludes  start-up  costs  for  Waiver  program. 

t 

Calculated  by  dividing  the  waiver  daily  rate  by  the  rate  for  nurs- 
ing home  care  less  personal  contribution. 


(PD)  -  Physically  Disabled 

Source:   Compiled  by  the  Office  of  the  Legislative  Auditor  from 
department  records. 

Illustration  9 
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State  Costs 

Costs  of  the  Waiver  program  are  subject  to  federal  participa- 
tion. For  tinose  funds  approved  by  Medicaid,  the  participation 
rate  was  61.51  percent  of  program  costs  for  fiscal  year  1983-84 
and  was  64.41  percent  for  fiscal  year  1984-85.  Start-up  funds  are 
entirely  state  funded,  illustration  10  shows  that  the  state  actually 
spent  more  money  than  if  recipients  had  chosen  nursing  home 
care,  due  to  start-up  funds  for  case  management  teams.  However, 
excluding  start-up  funds.  Waiver  program  costs  to  the  state  are 
approximately  43  percent  of  comparable  cost  for  nursing  home  care 
($88,207   f   $203,502). 

COMPARISON   OF    STATE   WAIVER   COSTS   TO   NURSING   HOME  ALTERNATIVE 

Through  December   31,    1984 

Start-up  Medicaid 

Funds  Benefits  Total 


Nursing  Home   Costs 

to   State 
Waiver   Costs    to   State 
Savings    (Loss) 


$    289,832 
($289,832) 


$203,502 

88.207 

$115,295 


$   203,502 
378.039 
($174,537) 


Source:      Compiled  by   the   Office   of    the   Legislative  Auditor   from   SRS 
records. 

Illustration   10 

Summary 

When  considering  only  Medicaid  costs,  the  Waiver  program  has 
saved  $15,390  ($547,484  -  $532,094)  since  the  beginning  of  the 
program  through  December  31,  1984.  However,  considering  start-up 
funds  are  entirely  state  funded,  the  Vi/aiver  program  has  cost  the 
state  an  additional  $174,537,  when  compared  to  nursing  home 
costs. 

Start-up  funds  will  diminish  as  the  Waiver  program  progresses. 
As  shown   in    Illustration  6   on   page  15,    start-up   costs  are  decreas- 
ing   each    quarter.       When    the    program    reaches    the    point    where 
start-up     funds     are     no     longer     required,     a     substantial     savings 
should  be  realized. 
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CHAPTER    III 
PROCRA^yl  ELIGIBILITY   PROCEDURES 

As  part  of  our  audit  we  reviewed  the  procedures  used  by 
long-tern  care  specialists  when  identifying  possible  waiver  candi- 
dates. Interviews  were  conducted  with  each  specialist. 
Procedures  were  documented  and  reviewed,  and  files  were 
inspected  for  recipients  of  home  and  community-based  services  paid 
under  the  Waiver  program.  We  examined  the  eligibility  criteria 
used,  and  the  documentation  available  to  support  decisions  to  offer 
waiver  services.  We  developed  a  concern  with  the  lack  of 
standardized  procedures  and  forms  used  during  the  pre-screening 
process.  This  chapter  presents  a  discussion  of  this  concern  and 
our  recommendations  for  corrective  action. 

STANDARDIZED   PROCEDURES  AND    FORMS 

Procedures  and  file  content  are  inconsistent  between  long- 
term  care  specialists.  LTC  specialists  do  not  have  a  comprehen- 
sive policy  and  procedures  manual.  Standardized  forms  are  not 
used  to  document  notification  of  prescreening  results  and  to  docu- 
ment that  a  choice  of  home  and  community  services  has  been 
offered.  Notification  is  documented  by  each  specialist,  but  in 
different  ways.  Some  have  developed  their  own  forms,  some  write 
down  the  date  and  time  they  contacted  the  patient.  The  same 
circumstances  are  true  for  documenting   that  a  choice  was  offered. 

Geriatric   Functional   Rating   Scale 

During  the  prescreening  process,  the  long-term  care  special- 
ist completes  a  form  called  a  Geriatric  Functional  Rating  Scale 
(GFRS).  The  GFRS  is  used  as  a  guide  in  determining  the  need 
for  institutional  care.  The  scale  assesses  the  patient's  physical 
and  mental  disabilities  by  assigning  a  positive  or  negative  value 
based  on  the  patient's  ability  to  do  certain  functions.  For  exam- 
ple, a  person's  eyesight  or  mobility  could  be  rated  from  0  to  minus 
15.      Positive   ratings  are  achieved   by   being   able   to   function   alone. 
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Examples  would  include  taking  medication  alone,  being  able  to 
answer  the  telephone  or  use  public  transportation.  A  score  of  less 
than  20  would  indicate  the  person  should  be  placed  in  some  sort  of 
institutional  care. 

We  found  that  specialists  use  the  GFRS  differently.  For 
example,  one  specialist  uses  the  form  as  an  indicator  of  possible 
future  care  requirements.  Another  uses  the  form  as  a  tool  to  set 
present  needs. 

Long-Term  Care  Abstract 

The  nurse  coordinator  is  required  to  complete  a  long-term 
care  abstract  for  each  individual  seeking  long-term  care.  The 
long-term  care  abstract  has  18  variables  that  account  for  approxi- 
mately 95  percent  of  the  nursing  care  required  by  long-term 
patients.  Each  variable  has  a  time  factor  assigned  to  it.  These 
time  factors  are  called  management  minutes.  Using  the  assigned 
management  minutes  as  the  amount  of  care  necessary,  the  nurse 
coordinator  sets  the  level  of  care  at  intermediate  or  skilled  nursing 
care.  A  total  of  180  management  minutes  per  day  or  more  is  used 
as  an  indicator  for  skilled  nursing  care.  We  found  that  only  one 
team  in  the  state  actually  assigns  management  minutes  to  the  form 
as  criteria   for  setting   the  level  of  care. 

Conclusion 

Recently,  bureau  personnel  have  set  up  and  held  quarterly 
meetings  for  the  specialists  to  review  procedures  and  forms  used 
during  the  process.  Also,  since  our  review,  the  bureau  has 
developed  a  standardized  form  to  notify  candidates  of  their  screen- 
ing results.  We  believe  that  continued  efforts  in  these  areas 
would  provide  direction  to  the  specialists  and  strengthen  manage- 
ment controls.  For  example,  there  is  a  need  for  the  standardiza- 
tion of  forms  wherever  possible  and  for  the  development  of  a 
comprehensive  policy  and  procedures  manual.  Improved  manage- 
ment controls  would  ensure  consistency  within  the  program  among 
the  various  county  teams. 
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RECOMMENDATION    #1 

WE    RECOMMEND    THAT    THE    MEDICAID    SERVICES     BUREAU: 

A.  DEVELOP  A  COMPREHENSIVE  POLICY  AND  PROCEDURES 
MANUAL  FOR  THE  HOME  AND  COMMUNITY-BASED 
SERVICES    PROGRAM. 

B.  STANDARDIZE  THE  FORMS  AND  PROCEDURES  USED  BY 
THE  LONG-TERM  CARE  SPECIALISTS  AND  NURSE 
COORDINATORS  WHEREVER   POSSIBLE. 
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CHAPTER   IV 
PROGRAM   COSTS 

The  Waiver  program  was  designed  to  be  a  less  expensive 
alternative  to  nursing  home  care.  In  order  to  achieve  this,  the 
Medicaid  Services  Bureau  developed  the  maximum  allowable  annual 
cost  per  recipient  by  using  the  average  daily  rate  for  nursing 
home  care,  times  365  days,  less  $285  per  month  for  room  and 
board.  The  $285  was  based  on  monthly  Supplemental  Security 
Income  payments  to  nursing  homes  for  room  and  board  costs.  This 
figure  was  calculated  in  1983,  during  planning  for  the  program, 
and  was  incorporated  into  the  Administrative  Rules  of  Montana 
(ARM). 

Incentive  payments  paid  to  case  management  teams  are  based 
on  50  percent  of  average  nursing  home  rates.  In  other  words,  to 
receive  incentive  payments,  certain  eligible  waiver  service  costs 
must  be  less  than  50  percent  of  nursing  home  costs  for  the  same 
period.  In  addition,  the  bureau  assures  that  waiver  costs  are  less 
than  those  paid  by  Medicaid  for  nursing  home  care  by  comparing 
overall  waiver  program  costs  to  70  percent  of  the  average  of 
nursing   home  rates  for  the  same  number  of  days. 

Although  the  procedures  mentioned  above  are  in  accordance 
with  plans  and  rules,  they  do  not  directly  consider  the  actual  cost 
of  nursing  home  care  paid  by  Medicaid.  The  average  daily  rate 
for  nursing  home  care  for  fiscal  year  1984-85,  as  billed  to  SRS  for 
Medicaid  patients,  was  $44.31.  Medicaid  expenditure  reports 
indicate  that  the  personal  contribution  was  $11.45  per  patient  day 
for  fiscal  year  1984-85.  Thus,  for  fiscal  year  1984-85  Medicaid 
actually  paid  a  rate  of  $32.86  per  patient  day  for  nursing  home 
care.  We  believe  that  cost  and  saving  figures  will  be  more  accu- 
rate when  using  the  nursing  home  rate  less  the  personal  contribu- 
tion. This  chapter  shows  the  change  made  to  eligibility  limits  and 
estimated  program  savings  when  the  personal  contribution  is 
considered. 
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ELIGIBILITY   LIMIT 

Because  program  procedures  do  not  compare  the  actual  nurs- 
ing home  costs  to  Medicaid,  current  program  eligibility  limits  are 
not  ensuring  that  waiver  costs  are  less  than  the  costs  of  nursing 
home  care.  The  formula  used  by  the  bureau  for  fiscal  year 
198U-85  was  the  average  nursing  home  rate,  $44.31,  times  365 
days,  less  $285  a  month  for  room  and  board.  The  result  was 
$12,753  per  year.  The  actual  average  cost  to  Medicaid  for  nursing 
home  care  for  fiscal  year  1984-85  was  estimated  at  $11,994.  This 
was  calculated  by  taking  the  average  nursing  home  rate  of  $44.31 
per  patient  day,  less  $11.45  for  personal  contribution,  times  365 
days.  Therefore,  a  recipient  could  meet  the  existing  eligibility 
requirement  for  the  waiver  program  and  still  cost  more  than  it 
would  cost  Medicaid   for  nursing   home  care. 

Department  officials  have  stated  that  the  present  eligibility 
formula  provides  for  maximum  flexibility  and  satisfies  federal 
regulations. 

PROGRAM  SAVINGS 

The  Medicaid  Services  Bureau  has  determined  that  the  costs 
associated  with  the  Waiver  program  from  the  start  to  December  31 , 
1984  have  been  $242,262.  This  figure  includes  contract  payments, 
incentive  payments,  and  subcontracted  services  payments  but 
excludes  start-up  costs.  Using  the  nursing  home  rate  for  fiscal 
year  1984-85  of  $44.31  for  the  same  number  of  patient  days,  the 
bureau  estimates  that  nursing  home  care  would  have  cost  $747,067. 
To  meet  the  goal  of  the  program,  waiver  costs  must  be  less  than 
what  Medicaid  would  have  paid  had  recipients  been  in  a  nursing 
home.  Therefore,  a  comparison  is  made  with  70  percent  of  the 
average  nursing  home  rate  ($747,067x.70=$522 ,947) .  Based  on 
70  percent  of  nursing  home  rate,  the  estimated  savings  for  the 
program  is  $280,685.  It  would  be  more  accurate  to  use  the  aver- 
age rate  for  nursing  home  care  $44.31,  less  $11.45  for  personal 
contribution,  times  the  same  patient  days  of  16,860.  The  result 
would  reflect  a  savings  of  $311,758   (see   Illustration   11). 
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ALTERNATIVE  METHODS  OF  CALCULATING 
SAVINGS  FROM  WAIVER  PROGRAM 


Present  Method 

16,860  Patient  days 

X  $44.31  Average  N.H.  rate 
$747,067 

X. 70  Percent 
$522,947  ^ 

$242, 262  Actual  waiver  costs 

$280,685  Estimated  savings  due  to  waiver 


Method  Eliminating  Personal  Contributions 

16,860  Patient  Days 

X  32.86  Actual  cost  to  Medicaid  ($44 .31-$11 .45) 
$554,020 

$242,262  Actual  waiver  costs* 

$311 ,758  Savings  due  to  waiver 


* 
Does  not  include  $289,832  in  start-up  funds. 

Source:   Compiled  by  the  Office  of  the  Legislative  Auditor 

Illustration  11 

Department  officials  have  indicated  they  agree  with  our  meth- 
odology to  calculate  program  savings. 

We  believe  the  department  should  incorporate  the  personal 
contribution  component  into  the  program  evaluation  and  eligibility 
formulas  to  reflect  actual  Medicaid  costs. 

RECOMMENDATION   #2 

WE  RECOMMEND  THE  DEPARTMENT  INCORPORATE  ACTUAL 
MEDICAID  COSTS  INTO  THE  PROGRAM  EVALUATION  AND 
ELIGIBILITY   FORMULAS. 
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AGENCY    RESPONSE 


DEPARTMENT  OF 
SOCIAL  AND  REHABILITATION  SERVICES 


TED  SCHWINDEN.  GOVERNOR 


STATE  OF  MONTANA 


September  16,  1985 


Jim  Nelson,  Audit  Supervisor 
Office  of  the  Legislative  Auditor 
State  Capitol 
Helena,  Montana  59620 

Dear  Jim: 


RECEIVED 

SEP  17 1985 

MONTANA  lifilSLATIVE  AUDITOR 


The    following   is    the    Department's    response    to  your   office's 
performance    audit   of   the   Home    and  Community-based   Services 
Program  under  Medicaid, 

RECOMMENDATION    #1 

WE    RECOMMEND    THAT   THE    MEDICAID    SERVICES    BUREAU: 

A.  DEVELOP    A   COMPREHENSIVE    POLICY   AND   PROCEDURES 
MANUAL   FOR   THE    HOME    AND   COMMUNITY-BASED    SERVICES 
PROGRAM. 

B.  STANDARDIZE    THE    FORMS   AND   PROCEDURES    USED    BY    THE 
LONG-TERM    CARE    SPECIALISTS   AND  NURSE    COORDINATORS 
WHEREVER   POSSIBLE. 

Department  Response 

Concur.   The  Medicaid  Services  Bureau  has  issued  necessary 
policy  and  procedures  in  an  interim  bulletin  format.   These 
will  be  put  into  a  manual  format  within  this  bienniimi.   The 
bureau  has  done,  and   will  continue  to  do,  work  on  standard- 
izing forms  and  procedures.   The  attached  SRS-EA-61,  "Letter 
of  Notification,"  was  implemented  in  January,  19  85.   This 
form  will  be  made  a  part  of  the  proposed  policy  and 
procedure  mcinual. 

RECOMMENDATION  #2 

WE  RECOMMEND  THE  DEPARTMENT  INCORPORATE  ACTUAL  MEDICAID 
COSTS  INTO  THE  PROGRAM  EVALUATION  AND  ELIGIBILITY  FORMULAS. 

Department  Response 

Concur.   The  Department  means  to  calculate  program  savings 
using  actual  Medicaid  costs  in  the  progrcim  evaluation  and 
eligibility  formulas.   The  70  percent  figure  is  used  in 
the  incentive  payment  calculation,  cind  the  Department 
understands  that  actual  savings  must  be  based  on  actual 
costs  to  Medicaid. 

The  Department  wishes  to  thank  you  for  the  careful  look  you 
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and  your  staff  have  given  this  important  program. 

Sincerely  yours. 


Dave  M.  Lewis 
Director 
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SRSEA-61 


MONTANA  DEPARTMENT  OF  SOCIAL  &  REHABILITATION  SERVICES 

LETTER  OF  NOTIFICATION 


Nam*  of  Applicinl  or  Raclpltnt: 


SIraat  Addrass: 


City  and  Zip  Code: 


Organizational  Unit: 


Straat  Addrsat: 


City  and  Zip  Code: 


Phone; 


1.     PROGRAM: 


SCREENING  FOR  LONG  TERM  CARE 


2.     ACTION: 


On. 


_,  you  were  screened  to  determine  if  you  are  eligible  for  Medicaid  payment  for  long 


term  care.  The  decision  of  the  screening  team  is: 


You  do  not  require  long  term  care  and  are  not  eligible  for  Medicaid  payment  for  such  care. 
You  may  check  with  your  County  Office  of  Human  Services  to  learn  if  you  are  eligible  for 
other  Medicaid  benefits. 

You  do  require  long  term  care  and  may  be  eligible  for  Medicaid  payment.  The  eligibility  tech- 
nician in  your  County  Office  of  Human  Services  will  decide  if  you  are  financialy  eligible  for 
Medicaid  payment. 


Legal  Basis  for  Action: 

46.12.1301  ARM 


PLACEMENT  DECISION: 


.  Nursing  Home 
.  Home  &  Community 
Services 
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CFR 


456.1,456.271,456.350 


53-2-201,53-6-101,53-6-111 


MCA 


If  you  have  any  questions  regarding  this  action  or  if  there  are  additional  facts  relating  to  your  circumstances  which  you  have  not 
reported  to  us,  please  write  or  telephone.  We  will  answer  your  questions  or  make  an  appointment  to  see  you  in  person.  Please 
remember  that  this  action  pertains  only  to  the  circumstances  you  reported  to  us.  (PLEASE  READ  THE  REVERSE  SIDE  OF  THIS 
NOTICE  FOR  YOUR  FAIR  HEARING  RIGHTS). 


LONG  TERM  CARE  SPECIALIST 


(DATE) 


NURSE  COORDINATOR 


(DATE) 


REQUEST  FOR  FAIR  HEARING 


This  is  to  request  a  fair  hearing.  I  am  making  this  request  because:. 


I  understand  that  the  right  to  a  fair  hearing  includes  an  administrative  review  and  a  pre-hearing  conference.  If  my  reasons  for  a  fair 
hearing  have  not  been  resolved  during  the  administrative  review  and/or  pre-hearing  conference,  I  understand  that  a  fair  hearing  will  be 
scheduled. 


I  have  an  attorney:         D  Yes         D   No. 
His/her  address  is: 


My  attorney's  name  is:_ 


His/her  phone  number  is:. 


(CLAIMANT  OR  AUTHORIZED  REPRESENTATIVE) 


(PHONE) 


(DATE) 


*T0  REQUEST  A  FAIR  HEARING  COMPLETE,  SIGN  AND  MAIL  THE  WHITE  COPY  OF  THIS  NOTICE  TO:     HEARINGS 
OFFICER,  BOX  4210,  HELENA,  MT  59604.  28 

Distribution:  White  —  Patient;  Yellow  —  E.T,  Pink  —  Screening  Team 


APPENDIX 


APPENDIX  A 

SERVICE   ELIGIBLE   THROUGH   THE   HOME  AND   CO^ylMUNITY-BASED 

SERVICES   PROGRAM 

The  following  definitions  apply  to  the  waiver  services  offered: 

1 .  Case  Management  Services 

Services  whereby  an  individual  or  organization  is  re- 
sponsible for  locating,  coordinating,  and  monitoring 
community-based  services  to  individuals. 

More  specifically,   case  management  includes: 

1)  Setting  up  written  plan  of  care  goals  in  a  system- 
atic way  and  with  the  client's  and  attending 
physician's  involvement; 

2)  Monitoring,  managing,  writing,  and  recording 
written  plans  of  care  in  a  way  the  client  and  others 
understand; 

3)  Setting   up  relationships  with   resources; 

4)  Maximizing  the  individual's  efficient  use  of  re- 
sources; 

5)  Facilitating  interaction  between  people  working  in 
resource  systems;   and 

6)  Mobilizing  and  using  "natural  helping  networks" 
such  as  family  members,  church  members  and 
friends. 

2.  Homemaker  Services 

Homemaker  services  consist  of  general  household  activ- 
ities provided  by  a  homemaker  when  the  individual 
regularly  responsible  for  these  activities  is  absent  or 
unable  to  manage  the  home  and  care  for  himself/herself 
or  others  in  the  home.  Services  in  this  program  include 
meal  preparation,  cleaning,  simple  household  repairs, 
laundry,  shopping  for  food  and  supplies  and  other 
routine  household  care. 

3.  Personal   Care  Attendant  Services 

Personal   Care  Attendant  services  entail: 

1)  Assistance  with  personal  hygiene,  dressing,  eating 
and  ambulatory   needs  of  the   individual;   and 
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2)  Performance  of  household  tasks  incidental  to  the 
person's  health  care  needs  or  otherwise  necessary 
to  contribute  to  maintaining  the  individual  at  home. 

4.  Adult  Day  Care  Services 

Adult  day  care  services  provide  for  health,  social  and 
habilitation  needs  for  a  person  in  a  setting  outside  the 
person's  place  of  residence  for  periods  of  four  or  more 
hours  daily. 

5.  Habilitation   Services 

Habilitation  services  are  designed  to  assist  in  the  devel- 
opment of  a  person's  skills  or  the  reduction  of  behavior 
which  interferes  with  a  person's  development.  The  skills 
must  be  identified  in  the  individuals  plan  of  care  as 
appropriate  to  the  person's  current  developmental   level. 

For  physically  disabled  individuals  the  service  provides 
independent  living  evaluation  and  individual  and  class- 
room instruction  in  adaptive  techniques  to  achieve  maxi- 
mum independence  in  the  areas  of  homemaking  tech- 
niques, personal  hygiene,  money  management  and  bud- 
geting, use  of  community  resources  with  an  emphasis  on 
emergency  care,  transportation  systems  and  housing 
assistance. 

6.  Respite  Care  Services 

Respite  care  is  available  to  elderly,  physically  disabled 
or  developmentally  disabled  individuals  unable  to  care  for 
themselves.  Such  care  is  provided  on  a  short-term  basis 
because  of  the  absence  of  or  need  for  relief  of  those 
persons  normally  providing  the  care. 

7.  Medical  Alert  and  Monitoring   System 

The  medical  alert  can  be  a  small  instrument  worn  by  the 
client,  or  a  telephone  alert  system.  By  a  push  of  a 
button,  the  instrument  alerts  other  support  staff  who 
have  been  designated  by  the  case  management  team  to 
respond  to  the  needs  of  individuals. 

Without  this  service,  certain  individuals  who  require 
prompt  medical   attention   would   be  institutionalized. 

8.  Meals  on  Wheels/Congregate  Meals 

This  service  is  to  provide  hot  or  other  appropriate  meals 
once  or  more  a  day,  up  to  seven  days  a  week.  A  full 
nutritional  regimen  will  not  be  provided,  in  keeping  with 
the  exclusion  of  room  and  board  as  covered   services. 
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Without  this  service,  certain  individuals  would  receive 
inadequate  nourishment,  and  would  require  institutional- 
ization . 

9.       Transportation  Services 

This  service  is  to  provide  transportation  services  to 
individuals  to  get  to  social,  religious  and  nonmedical 
services  and  could  include  escort  services  if  the  plan  of 
care  calls  for  this. 

Without  this  service,  certain  individuals  would  be  denied 
access  to  social,  religious  and  other  nonmedical  services 
which  would  be  offered  them  in  an  institutional  setting; 
they  may  therefore  choose  to  be  institutionalized. 

10.        Environmental  Modifications  Adaptive  Equipment 

These  services  are  designed  to  provide  the  individual 
accessibility  in  the  home  environment  so  as  to  maintain 
or  improve  the  ability  to  remain  in  the  home.  Services 
may  include  installation  of  wheelchair  ramps  and  grab- 
bars. 

Without  this  service,  certain  individuals  would  be  unable 
to  remain  in  their  own  homes,  and  would  be  institution- 
alized. 

* 
1 1  .        Physical   Therapy  Services 

These  services  will  be  provided  through  direct  contact 
between  therapists  and  clients  as  well  as  between  thera- 
pists and  individuals  involved  with  the  client.  Physical 
therapists  may  provide  treatment  training  programs  that 
are  designed  to: 

1)  Preserve  and  improve  abilities  for  independent 
function,  such  as  range  of  motion,  strength,  toler- 
ance,  coordination  and  activities  of  daily   living;   and 

2)  Prevent,  insofar  as  possible,  irreducible  or  progres- 
sive disabilities  through  means  such  as  the  use  of 
orthotic  prosthetic  appliances,  assistive  and  adap- 
tive devices,  positioning,  behavior  adaptations  and 
sensory  stimulation. 

Without  this  service  in  the  community,  certain 
individuals  would  be  institutionalized,  as  physical 
therapy  for  habilitative  purposes  may  not  be  other- 
wise available. 
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* 

12.  Occupational   Therapy  Services 

These  services  will  be  provided  through  direct  contact 
between  therapists  and  clients  as  well  as  between  thera- 
pists and  individuals  involved  with  clients.  Occupational 
therapists  may  provide  treatment  training  programs  that 
are  designed  to  meet  objectives  as  identified  for  occupa- 
tional therapy   services. 

Without  this  service,  certain  individuals  would  be  insti- 
tutionalized, as  occupational  therapy  for  habilitative 
purposes  may  not  be  otherwise  available. 

* 

1 3.  Speech   Pathology  and  Audiology  Services 

1)  Speech  pathology  services  are  those  diagnostic, 
screening,  preventative  or  corrective  services 
provided  by  a  licensed  speech  pathologist,  upon 
physician  referral,  to  individuals  with  speech  and 
language  disorders. 

2)  Audiology  services  include  hearing  aid  evaluations 
and  basic  audio  assessment  provided  by  a  licensed 
audiologist,  upon  physician  referral,  to  individuals 
with  hearing  disorders. 


Note:       These  services  are  to  be  provided  to  disabled   individuals. 

They    are    defined    here    in    order    to  provide    habilitative 

professional     services    to     individuals  eligible    under    the 
waiver. 


Source:       Home  and   Community-Based  Service   Request   For  Waiver; 
December,    1982;    State  of  Montana,    Department  of  Social 
and   Rehabilitation   Services. 
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